Men who have sex with men (MSM) are at high risk of HIV exposure, partly because they frequently lack suitable information and prevention interventions. The rate of new infections in MSM is neither decreasing globally ([@bibr67-1557988319827396]), nor in Europe ([@bibr19-1557988319827396]; [@bibr29-1557988319827396]). This is especially true in France ([@bibr33-1557988319827396]; [@bibr47-1557988319827396]). Considering this continued threat to MSM health, prevention programs are increasingly implementing the concept of "combination prevention" ([@bibr66-1557988319827396]; [@bibr74-1557988319827396]) as part of the 90-90-90 strategy promoted by the WHO to eradicate new infections before 2030 ([@bibr73-1557988319827396]).

Combination prevention brings together various proven high-impact HIV prevention interventions. Since 2014, initiatives to turn the tide of the epidemic have sought to increase the visibility and impact of new prevention tools ([@bibr73-1557988319827396], [@bibr74-1557988319827396], [@bibr75-1557988319827396]). One of these tools is antiretroviral-based pre-exposure prophylaxis (PrEP; [@bibr28-1557988319827396]; [@bibr46-1557988319827396]; [@bibr49-1557988319827396]; [@bibr63-1557988319827396]). PrEP is a treatment for seronegative people to prevent against HIV infection. It can be taken every day or on demand for sexual activity. PrEP effectiveness has been proven for all populations ([@bibr21-1557988319827396]), including HIV-negative MSM, ([@bibr32-1557988319827396]). The drug provides promising results in the MSM population ([@bibr57-1557988319827396]), especially when integrated into a more global framework of prevention and sexual health goals. Sexual health is defined as "a state of physical, emotional, mental and social well-being in relation to sexuality" ([@bibr72-1557988319827396], p. 5). It is determined by psychosocial determinants, and "PrEP can give people more autonomy about their sexual decision-making, which may also include risk reduction" ([@bibr68-1557988319827396]). Certain factors regarding the cultural context of social relations and norms ([@bibr1-1557988319827396]; [@bibr5-1557988319827396]) that determine PrEP use have already been studied. These include awareness and acceptability, risk perception, fear of stigma, concerns about effectiveness, increased sexual risk behavior and adherence ([@bibr9-1557988319827396]; [@bibr17-1557988319827396]; [@bibr22-1557988319827396]; [@bibr44-1557988319827396]; [@bibr51-1557988319827396]; [@bibr52-1557988319827396]; [@bibr61-1557988319827396]; [@bibr76-1557988319827396]). Nevertheless, the impact of pleasure seeking in PrEP initiation remains poorly documented.

Although the theme of sexual pleasure is increasingly being considered in campaigns promoting HIV risk reduction and PrEP use ([@bibr9-1557988319827396]; [@bibr27-1557988319827396]; [@bibr43-1557988319827396]; [@bibr48-1557988319827396]; [@bibr58-1557988319827396]), it is still quite uncommon. More related research is needed, especially regarding how users manage pleasure seeking and its impact on sexuality, when considering PrEP initiation as a part of combined prevention care program ([@bibr4-1557988319827396]; [@bibr27-1557988319827396]; [@bibr58-1557988319827396]). More specifically, greater knowledge is needed about how sexual pleasure-seeking affects decision making in prevention choices.

ANRS-IPERGAY was a randomized, placebo-controlled biomedical trial implemented in France and Canada between 2012 and 2016. The trial assessed the efficacy of an oral, on-demand, sexual activity-based, free-of-charge PrEP (emtricitabine + tenofovir disoproxil fumarate) strategy in MSM ([@bibr49-1557988319827396]). The ANRS-IPERGAY trial was conceived as a Community-Based Intervention on Sexual Health (CBISH; [@bibr14-1557988319827396]; [@bibr60-1557988319827396]), using a bottom-up approach which involved various French NGOs primarily AIDeS. The latter contributed by recruiting qualified community-based counselors (CBCs) to provide counseling and support.

The trial focused on collecting data on participants' sexual health in the course of regular visits while testing on-demand PrEP effectiveness. Every 2 months, during scheduled follow-up visits, participants were provided a comprehensive package of prevention tools which included condoms, lubricants, and facilitated access to post-exposure prophylaxis. Furthermore, regular screening and treatment for other STIs and patient-centered counseling performed by a peer CBC were also included. Counseling consisted of analyzing the participant's evolving sexual and preventive behaviors and discussing congruent preventive strategies. Referral to other health services was also offered if needed.

Health-related benefits and the reduction of risk as well as sexual quality of life (QoL) were frequently discussed during individual counseling sessions and during the scheduled regular semistructured collective interviews (CIs) conducted by the CBC. The latter had two key goals: data collection ([@bibr8-1557988319827396]; [@bibr41-1557988319827396]) and offering community-based support to improve participant adherence to PrEP ([@bibr13-1557988319827396]).

This study applied a psychosocial approach to analyze the data collected by the CBC during CIs ([@bibr38-1557988319827396]; [@bibr50-1557988319827396]). More precisely, we used the social representation theory which has already proven its value in the analysis of various health issues, including HIV ([@bibr35-1557988319827396], [@bibr36-1557988319827396], [@bibr37-1557988319827396]; [@bibr55-1557988319827396]). The qualitative data ([@bibr45-1557988319827396]) described in this article were collected via the CIs during the randomized double-blind phase of ANRS-IPERGAY ([@bibr49-1557988319827396]). At the time of data collection, participants did not know if they were taking a placebo or PrEP.

We hypothesized that pleasure-seeking was a strong motivation to participate in ANRS-IPERGAY and might influence decision making regarding prevention measures, even if it is commonly considered a "secondary" benefit of PrEP ([@bibr69-1557988319827396]). Accordingly, the study focused on how psychosocial factors motivated people to participate in the trial. The study also attempted to understand to what extent participants justified participation in the overall context of sexual health. To do this, the study compared the perceived benefits of PrEP care with another means of prevention, specifically condoms.

The aim of the present study was to examine how pleasure-seeking plays a role in prevention and in sexual QoL, and how it may lead to PrEP initiation. This knowledge is crucial for the development of PrEP care in the context of the scaling up of the treatment.

Methods {#section1-1557988319827396}
=======

Recruitment and Data Collection {#section2-1557988319827396}
-------------------------------

The ANRS-IPERGAY trial inclusion criteria were: HIV-negative status, aged at least 18 years old, male or transgender woman who had sex with men, and at high risk of HIV infection. This latter was defined as a history of unprotected anal sex with at least two partners during the previous 6 months ([@bibr49-1557988319827396]). Written informed consent before enrollment was obtained. The protocol (initial and amended for the open-label extension study \[OLE\]) was approved by public health authorities and ethics committees in France (Comité de Protection des Personnes, Paris, Ile de France IV) and Canada (Comité d'éthique de la recherche, Montreal, QC).

The CIs were conceived by the trial's protocol as a tool to empower participants in ANRS-IPERGAY and collect associated data. According to community-based research guidelines ([@bibr14-1557988319827396]; [@bibr34-1557988319827396]), the CBCs organized and facilitated the CIs. The CBCs were hired by AIDeS. They were trained in social science and humanities data collection and CI methods. Special attention was given to strengthening their competences to adopt a nonjudgmental attitude, building a trustful relationship with participants and increasing social facilitation. Being members of the studied community, their understanding of MSM sociability as well as sex and prevention issues constituted an added value in conducting data collection. The CI environment was specifically designed to be welcoming and friendly, thereby facilitating exchange of sensitive issues. Building such a facilitating environment was an absolute priority for CBC.

The semistructured CIs methodology was inspired by the focus group methodology. Focus groups require a sequential interview grid and rigorous management of time and usually imply that participants collaborate in solving a collective issue ([@bibr20-1557988319827396]). Therefore, this format could lack adaptability while not enabling participants to express concerns and sensitive issues. In-depth semistructured CIs were also easier to execute by nonprofessional researchers than focus groups. Considering these methodological choices, the appellation "CIs" was preferred to avoid methodological ambiguity with focus groups.

Voluntary participation in CI was systematically proposed during the inclusion visit. Participation could take place in the first 3 months of follow-up. During the scheduled visits, the CBCs also reminded participants of the optional participation to the CIs. If they agreed, participants were contacted by phone or e-mail to set a date and organize the CI. CIs took place in the premises of AIDeS, an NGO that was already well known to some of the participants. The CI guide comprised four main questions: (a) What were your motivations to join and participate in the trial? (b) How have you appropriated the trial and what impact has it had on your sexual life and prevention choices? (c) How has your sexuality evolved during the trial? (d) What have you done to speak about your participation in the trial to your family and relatives?

Confidentiality was maintained in data collection and the CBCs encouraged participants to do the same, to respect their own privacy. Anonymous personal identifiers were used for each participant. CIs were both audio-recorded and later transcribed verbatim in French. They were analyzed in the original French language by French analysts. The participants' quotes presented in this article were translated into English for publication purposes by a professional native copyeditor with over 12 years' experience in the fields of social science and humanities and HIV/Aids research.

Analysis {#section3-1557988319827396}
--------

A thematic analysis of the integral transcription of the various CIs was performed ([@bibr7-1557988319827396]) using Atlas-ti, "ATLAS.ti Scientific Software" Development GmbH, version 1.0.51 (403) ([@bibr23-1557988319827396]; [@bibr31-1557988319827396]). This tool enabled the systematic coding, comparison, and analysis of the different texts comprising the corpus. The analysis proceeded in three steps. The first involved iterative, in-depth readings of the corpus, in order to have an overview of all the themes which emerged. The second step was to place these themes into perspective using classic dimensions of sexual QoL described in the literature ([@bibr3-1557988319827396]), as well as more specific studies about pleasure and intimacy concerning condom use ([@bibr24-1557988319827396]; [@bibr25-1557988319827396]; [@bibr26-1557988319827396]; [@bibr40-1557988319827396]; [@bibr59-1557988319827396]; [@bibr69-1557988319827396]). The third step was to construct and apply the analytic grid (using the data from step 2) which consisted of 31 codes grouped into four categories: PrEP (e.g., schedule, anticipating a sexual event, side effects), psychosocial context (e.g. social sharing and stigma, community-based grounding), risk-reduction strategies (e.g. condoms, seroadaptation, vaccination for hepatitis A and B), and sexual QoL (e.g., libido, satisfaction and quality, relationship). These four categories refer to the psychosocial aspects of sexual life in the framework of ANRS-IPERGAY and enabled us to characterize the diversity of determinants affecting participants' sexual lives in the trial.

Results {#section4-1557988319827396}
=======

Study Population {#section5-1557988319827396}
----------------

The main characteristics at baseline of the 45 participants included in the study sample are described in [Table 1](#table1-1557988319827396){ref-type="table"}. Median age was 35 \[20--67\] years. Educational level, living standards, and employment status were all comparable with those found for the whole ANRS-IPERGAY sample.

###### 

Main Characteristics of the Study Sample (*n* = 45) Compared With the ANRS-IPERGAY Total Sample (*n* = 400).

![](10.1177_1557988319827396-table1)

                                                                                                       Study population (*n* = 45)   Other participants (*n* = 355)   
  ---------------------------------------------------------------------------------------------------- ----------------------------- -------------------------------- -----
  Age^[b](#table-fn2-1557988319827396){ref-type="table-fn"}^                                           35 \[20--67\]                 35 \[19--67\]                    .87
  Educational level^[a](#table-fn2-1557988319827396){ref-type="table-fn"}^                                                                                            
   High school or less than high school                                                                7 (15.5)                      39 (9.9)                         .18
   Above high school                                                                                   38 (85.5)                     355 (90.1)                       
  Self-defined as homosexual/gay                                                                                                                                      
   No or refusal to define                                                                             5 (11.1)                      36 (9.0)                         .60
   Yes                                                                                                 40 (88.9)                     364 (91.0)                       
  Main male partner before entering the trial^[a](#table-fn2-1557988319827396){ref-type="table-fn"}^                                                                  
   No                                                                                                  27 (61.4)                     230 (58.4)                       .67
   Yes                                                                                                 17 (38.7)                     164 (41.6)                       
  Standard of living^[b](#table-fn2-1557988319827396){ref-type="table-fn"}^                                                                                           
   Not comfortable                                                                                     6 (13.3)                      36 (9.1)                         .29
   Comfortable                                                                                         39 (86.7)                     360 (90.9)                       
  Active employment                                                                                                                                                   
   Yes                                                                                                 36 (80)                       56 (14.0)                        .22
   No                                                                                                  9 (20)                        344 (86.0)                       
  Used online dating regularly^[c](#table-fn2-1557988319827396){ref-type="table-fn"}^                                                                                 
   No                                                                                                  6 (13.6)                      65 (16.5)                        .58
   Yes                                                                                                 38 (86.4)                     328 (83.5)                       

*Note. p* values presented in the table are associated with a χ^2^ test for categorical variables or a median test for continuous variables. When a category was under-represented (*n* \< 10), a Fisher exact test was applied instead of a χ^2^ test.

Six missing values. ^b^Four missing values. ^c^Seven missing values.

Thematic Analysis Results {#section6-1557988319827396}
-------------------------

The 13 CIs (45 participants) retained for this study took place during 2014, in each of the five French cities participating in the trial: one in Lille, two in Lyon, two in Nantes, three in Nice, and five in Paris. Each CI had 3--6 participants with 1--3 CBCs and lasted between 90 and 165 min. In the global corpus of 5,492 quotations (204,350 words), 3,259 quotations (156,630 words, 59% of the global corpus) were related to at least one of our four categories of interest: risk-reduction strategies (30%), PrEP-related statements (22%), sexual QoL (15%), and psychosocial context (15%). The following section presents extracts from the participants' discourses regarding their representations of condoms before they joined the trial, condom use evolution over time, and how this evolution may have influenced participants' decision to participate in a CBISH focusing on PrEP. An analysis of participants' representations and behaviors related to pleasure, prevention, and intimacy is then presented, followed by an analysis of how these representations and behaviors play a role in sexual socialization. Next comes an analysis of the declared benefits, as reported by participants, arising from the community-based nature of the trial. Finally, the declared benefits of trial participation, especially in terms of sexual QoL linked with serenity are presented.

### Participants' relationship with condoms {#section7-1557988319827396}

Having greater knowledge about participants' attitudes toward condoms provided better understanding of why people were looking for new means of prevention. In turn, this understanding provided more detailed information of participants' representations of PrEP (or the placebo sometimes perceived as PrEP), and participants' different motivations to enter the CBISH. With respect to barriers and facilitators of condom use, we found that before entering the trial some participants reported a progressive decrease in condom use:"79087: But then, like I said, I didn't join the trial to change sexuality. I already had the same sexuality before. I didn't join the trial to say to myself: 'I'll take off the condom'. No, that, I had done that before."

One of the most important barriers to condom use declared by participants was a reduction in sexual pleasure, real or anticipated:"30116: I'm twenty-seven years old, I haven't protected myself for five years, so I started \[not protecting myself\] very early on. I always wanted not to put on a condom, because I knew that the pleasure would be a hundred times better."

This reduction in sexual pleasure was associated with negative experiences or representations of condoms. Condoms were perceived as an artificial membrane reducing pleasurable sensations, and even provoking unpleasant sensations such as irritation and burning:"54014: We can very well say, that a condom, whether we are active or passive, we feel it. If I am active ... how can I put it? First of all, it really cuts off sensations, and if I'm passive, it's the same thing, and what's more, after a while ... how can I put it? Your ass is on fire like nothing else. Needless to say! So, whether you're active or passive, in any case, it's true that it's not the best."

These unpleasant sensations could even act as a barrier to engaging in the sexual act, preventing erection, and at times desire. Sexual pleasure was perceived by some participants to be greater when condoms were not used. This attitude was strongly linked to condom avoidance in future intercourse. Moreover, the physical act of correctly putting on a condom was perceived as a major obstacle, provoking stress and anxiety, and inhibiting desire or erection:"16019: It's always a little scary to say to yourself: you have to put a condom on, because you always ... well, there's always the fear of loss of performance ... not easy to say, that. \_Laughs \_16035: Fear of the loss of performance, FLP...16019: Yeah, FLP sets in, because it's true that putting the condom on is technical, it's less passionate and less human than making love, so it's something that's very restrictive to do, so there's always this little anxiety where you say to yourself: "Will I be able to put this on easily so that I can really get on with it \[have sex\]?". So, when you're really excited, there's no problem, but when you're a little more 'limp', let's say, well it gets more complicated, and you tend to say quickly: "no worries, I won't put it on, it doesn't matter." So, that's always a little worrying.16035: So, when you're raring to go, really excited, there's no problem.W16: Just a note about that, the condom would be an obstacle to pleasure, to sexual fulfilment.16035: Oh yes!16019: Yeah, absolutely! Even the best condoms, the thinnest, the most ..."

The position taken during the sexual act (top/insertive or bottom/receptive) played a role in sexual fulfilment, and this sometimes depended on condom or PrEP use for some participants. Those desiring sexual intercourse, but who were unable to use condoms because they inhibited erection, were more likely to take the bottom/receptive position. The top/insertive position was perceived by participants to be less risky in terms of infection and adopted as a risk-reduction strategy, the bottom/receptive position was perceived to be more pleasurable. For some participants, receiving sperm was associated with more pleasure while taking the receptive position:"20145: Then, actually, from what I was told, there is less risk being top than being bottom, so you know, I might tend to be a bit more top than bottom when I'm having unprotected intercourse."

The possibility, thanks to PrEP, to freely choose one's position, and to choose to receive sperm or not, was associated with increased sexual pleasure and sexual satisfaction.

We also observed that for some participants, being enrolled in the CBISH facilitated condom use:"16015: For my part, I pay more attention to ... that's improved a little... well, not really improved, because I haven't changed my habits much, but it's more controlled, more ... well, I know that I take a lot fewer risks since I joined the trial, I'm more likely to use condoms and stuff. Unlike before, it's more an awareness. Apart from that, it's the same thing."

This increased awareness was certainly due to counseling and sexual education interventions. PrEP provides protection only from HIV infection, but not from other sexually transmitted infections (STIs). Accordingly, to encourage condom use, it is essential to make condoms more available and to ensure they are of a high quality:"S54: That's why we thought it was important to offer, as part of Ipergay, thinner condoms, and larger condoms that are less tight.54014: That's why I buy them. I buy them.54016: And then elastic condoms are more manageable. They burst less often. It's true that among new condoms, the rim is more supple, because the others, when you let them go ... for me, personally, when I let go \[the rim of the condom\], once it's put on, I can't roll it down much. It hurts too much, like."

Participants also mentioned that providing condoms free of charge to everyone in general could also encourage their use. New kinds of condom are needed to ensure greater physical pleasure and intimacy if their use is to be encouraged:"16019: Yes, super condoms that reproduce the heat of the prick. Sorry, but if it's an ordinary condom, no heat is transferred to the condom ... no condom transfers the heat. Even if it heat ups, it's not the same heat as the prick, it's not the same texture, it's totally different."

### Intimacy and pleasure {#section8-1557988319827396}

The concept of intimacy is sometimes touched on in condom-use studies, but usually as a unidimensional construct ([@bibr24-1557988319827396]). Statements in this study's CIs suggested that intimacy should be thought of as having two distinct facets. Accordingly, two main dimensions were considered: physical intimacy (physical closeness) and psychological intimacy (coziness, familiarity). Intimacy seemed to be of crucial importance in participants' discourses concerning sexual fulfillment and preventive choices.

Physical intimacy refers to carnal, sensual, and physical bonding. It is linked to sensorial stimulation experienced upon contact with another body, and contact with one's own body during sexual interaction. More specifically, physical intimacy refers to contact, touch, warmth, flesh, and fluids. Condoms, even the more recent and sophisticated ones, are unable to convey this physical intimacy:"16019: Have you already tested \[latex-free condoms\]?16018: It's still there ... You still feel something ...16035: Ah! It's not skin.16019: It's totally different from skin.16035: The funny thing is that, regardless of the generation, I think we all agree. How can you say that the condom doesn't change anything ....?"

Condoms block the transmission of fluids. For some participants, this was frustrating and led to less satisfaction. PrEP protects chemically. There is no mechanical barrier, and so participants were able to fulfill their desires for physical intimacy and fluid exchange:"20113: I'm as much active as passive, but I'm more ... now I ejaculate internally more, whereas before I would have said: woah there, absolutely not ... (...) But now, I let myself go more. So maybe, it \[PrEP\] made me more uninhibited from that point of view."

Psychological intimacy deals with affectivity and emotivity between partners and forms complicity and trust between the partners. Psychological intimacy was an important part of sexual QoL in that it served as a condition of fulfilment for some participants:"16035: Yes, the pleasure that you ... yes, and also what you expect, and what you look for on an intimate level. And then, I think that the quality of sexual life really depends on people... some people will absolutely want sexual stability with one person, etc."

Cessation of condom use was reported as a marker of greater attachment to a relationship over time, especially for committed partners, as they almost took it for granted:"30113: In a long-term relationship, you're not always going to use a condom, like."

Attachment was sometimes (tacitly) correlated with agreements with partners on sexual exclusivity:"30141: I've no idea at all how things can happen. Because I want a serious relationship, but on the other hand, I'm addicted to ass, and I need ... there you go. I want to have fun, but I tell myself that I don't want to have fun any longer, and the risks and all that stuff, and to say to myself: damn, at twenty-four, I have HIV, and what's going to happen next?"

Sexual exclusivity and condom use were almost never renegotiated over time. When they were, it was with difficulty and shame because some partners considered it a synonym of "betrayal." Participants expressed apparently contradictory desires: the desire for attachment and at the same time, a desire for liberty and a sort of carefreeness. The desire for casual sex encounters and to satisfy one's own sexual fantasies with whomever one wanted conflicted with the desire for an exclusive stable relationship. Prevention was problematic at times when people had sexual relations without condoms outside of their primary relationship while still maintaining condomless sexual relations with the primary partner. For some participants, the desire to commit to one relationship, where condoms were not used, but also to have casual sex with other persons, could be seen as a prophylactic plural monogamous commitment:"30140: Me, for example, the reason I joined the trial ... I don't have condomless sex with casual partners. In actual fact, I've lots of regular partners and we don't use condoms. But on the other hand, with someone like that, who you meet in an online chat in two minutes, no it's never happened \[never had condomless sex\]. So, for me, that's one of the criteria. What I mean is that if someone says or writes "no condom", no, me, I won't go and meet him."

In terms of the question as to how to match prevention with this desire, PrEP was seen as preventing HIV infection in condomless encounters with casual partners, and so preventing HIV infection in the primary relationship.

### Achieving a better sexual QoL {#section9-1557988319827396}

When participants were asked to speak about sexual QoL in the framework of the ANRS-IPERGAY trial, a discourse emerged describing emancipation from recurrent constraints:"16009: It means being comfortable about the sexuality that you have, that you practice.16005: Quality, being fulfilled. Life as you feel it, as you want it, with as few constraints as possible.16010: It's about trying to compromise as little as possible. It's about taking responsibility for your choices, there you go, by compromising as little as possible.16011: Quality of sexual life, it's like he \[participant 16005\] said, I absolutely agree, fulfilment. So, fulfilment as opposed to frustration, and so there you have it, a good quality sexual life is about following your desires, it's doing what you want, to let go a little, and to live out your sexuality on a daily basis, worrying as little about it as possible."

Nevertheless, it provided participants with greater sexual fulfilment and therefore a better sexual QoL. The decrease in condom use, seen as a constraint, before entering the trial was sometimes associated with increased stress and worry about greater possible HIV exposure. Nevertheless, greater anxiety did not lead them to reconsider condom use. Upon their inclusion in the trial, PrEP appeared to become a new means of prevention, which helped participants fulfill their sexual pleasure needs. Notably, through reduced anxiety, fear, and guilt and increased confidence, reflexivity, and agency:"30141: I said to myself that it could be worthwhile to have regular follow-up and possibly preventive treatment, unless I'm taking the placebo.... I've no idea... that would allow me to fuck with no condom without worrying about it. It's not exactly that either, but it's kind of the idea, yeah, to be able to fuck without a condom without really getting all worried about it, without being too anxious."

Sexual QoL and the constraints affecting it are present at several levels: individual (abilities, satisfaction), interpersonal (relation to other and partners), and structural (norms and values).

At the individual level, participation in the CBISH presented here enabled participants to tackle prevention negotiation before a sexual act with greater serenity:"30145: Indeed, since I've been in the trial, since even the first Ipergay appointment, in actual fact, something has changed... in the sense that I talk more with the person, whether he's seropositive, seronegative, \[sex\] with or without a condom, I talk more to find out where he's at, to know a little about the risk I'm running... that's changed a lot alright. I tend to try all the same to have protected sex, because I reduce the risk, even though I do have unprotected sex. Now what I do is that if I haven't taken the medicine, I don't have unprotected sex. I see it as a way to help avoid risks, like."

This represented a form of sexual agency, to plan and adapt sexual and preventive practices. PrEP (or the placebo perceived as PrEP) also provided a positive feeling of serenity by decreasing fear and anxiety about HIV infection during intercourse, especially with a seropositive partner:"79087: having sex with seronegative and seropositive people, always with a feeling of guilt, saying to yourself: "but what if I get infected" etc., while with "that" \[finger quotes referring to PrEP\], that, that ... talking \[with a seropositive partner\] ... I explain clearly that I'm well aware of the situation, and that I'm not stupid, and that because I joined the trial, well, like, that also shows that I still look out for myself, that I'm not suicidal."

For some participants, PrEP in this CBISH facilitated risk-reduction planning in a partnership, without negatively impacting psychological intimacy:"30129: He practices like you too \[sex without a condom\], when he cheats on you ...?30128: I don't really think he does...30129: You don't talk about it?30128: No, we don't go too much into the details. In any case, every time the question is asked, he says to me: no, no, no risks, and so on. Anyway, I'm not on his back about it, so ... I don't say anything to him, I wait for him to ask the questions. He knows I'm part of the Ipergay trial. I gave him the information. It's up to him too to ask questions if he wants to know more about it."

In settings where it was not possible or desirable to talk about condomless concomitant relationships outside of the couple (and therefore to readapt prevention practices), PrEP could offer prevention against HIV.

At the interpersonal level, the empowerment provided by the community-based dimension of ANRS-IPERGAY was pivotal. For those who did not want to or could not use condoms, having a space to discuss this issue was of great help:"30129: I think it's good, because not having gay friends---I only have straight friends---so ... my straight friends are aware of everything, I don't hide anything about my sexuality from them, or about the trial, nothing. But you don't have the same exchange. So, I think it's cool \[the community-based aspect\], it allows me to talk with people who do the same things, and who aren't there to judge. Because when you talk with other fags \[outside the trial\], it's all about judging, it's all about comparison, it's all about advice. I don't need that advice, I don't need to hear ... and I think it's great right here, you know you're in the same study, you're in it because you have risky practices, if you use condoms 100% of the time, there's no point in doing that \[being part of the trial\], so I find it quite worthwhile."

Participants declared that being judged and having norms reiterated to them was not an effective strategy. Instead, the welcoming and friendly environment created during the CBISH helped participants liberate their voices and address questions, all the while facilitating linkage to care:"54012: What's changed for me is that I no longer have, as soon as I have a doubt about maybe having caught something, about having to contact my doctor and to justify myself and to ... I no longer feel the guilt I felt before when I went to see my doctor."

Discussions between participants themselves, but also with medical staff as well as peer counselors, were seen to be of prime importance. Participants were able to reflect on and elaborate their own practices, leading to the possibility of behavioral change and more efficient prevention strategies:"79078: I joined the study after being tested in January, and then, I'll tell you, that was some period ... \_Laughs\_ it's a bit blurry, going out lots ... Well, I'm a bon-vivant, I'm shy, but I'm a bon-vivant, \_Laughs \_ and so that's it. I love ... I love the "good things in life" \[finger quotes\], and sometimes you forget the condom, and then like, there you go... and so I think that joining the study helped me to become a little more responsible. And, it's true that today, like, I use them a lot, lot, lot more often, and if I had the same will to stop smoking, well, that'd be perfect. \_Laughs\_"

At the structural level, constraints weighing on participants' sexual fulfilment could be linked to the normative pressure to use condoms and the stigmatization of HIV. Years of the epidemic had led to the participants' conception of sexuality becoming ridden with anxiety. Some participants who could not or did not use condoms perceived themselves to be deviant in some way:"16035: There you have it. Because after all, in everyday life, when you're 1oo% aware of everything, you know very well that you shouldn't fuck without a condom, etc. But that doesn't mean there aren't times when you waver, and it's really hard to admit that, yes, it's very difficult. So, that's why I was talking about denial."

This may also have been the result of internalized homophobia as well as homonegativity:"16019: And also, like, fucking without a condom, it was more ... like first of all, it put me in danger, but besides that, it also put my friends, my family in danger, in the sense that, well, if I die, if something happens to me, well it will affect them too somehow, and it will certainly not help advance the homosexual cause if one more homosexual is dead because he fucked without a condom. I know a lot of people who'd use that as a sledgehammer to kill us, so ... There were all these images, like. And, there's the side too, ehm... I like to fuck without a condom despite all that, and so there was this duality that made it all feel like very dark moments, moments that were very ... when I fuck without a condom, it's not good, it's dirty, it's ... Just talking about it, and getting into the Ipergay trial, well it's like, yeah, it's dirty, okay, so now you try to protect yourself, you try to move things forward, like. That's why for me, it's this really guilty side."

The decision not to use condoms is part of a complex network of decisions and perceptions surrounding social relationships and norms. Despite therapeutic advances, feelings of fear related to HIV contamination would lead one to assume that participants still had negative representations of HIV:"30141: (...) I want to have fun, but I tell myself that I don't want to have fun any longer, and the risks and all that stuff, and to say to myself: damn, at twenty-four, I have HIV, and what's going to happen next? Does that mean I can only meet people who have HIV too? Or can I continue to have normal encounters? But when should I warn the other person that I have HIV? I ask myself so many questions, but for now, I can't find the answers... I don't want to find them either, it's too much of a headache, and I say to myself that Ipergay is there for that too a little \[provide answers to these questions\]."

This was also true for younger participants (under 30 years old at the time of data collection), a population usually described as being more sensitized to prevention messages than their older counterparts.

Prior to the trial, participants were aware of and sometimes used the most common prevention tools, such as condoms, PEP, serosorting, and so forth. Nonetheless, participation in ANRS-IPERGAY proved to be a game changer in their sexual and preventive lives. By introducing a new means of prevention (i.e., PrEP) and gathering new information through counseling and empowerment, they changed their behaviors and enhanced their sexual QoL.

"16011: (...) more serene, more fulfilled, more thoughtful, more responsible, therefore a better quality of sexual life, after having joined the trial."

Discussion {#section10-1557988319827396}
==========

Analyzing participants' discourses in the ANRS-IPERGAY trial about their sexual and prevention practices in the PrEP era shed new light on previous prevention practices, especially condom use. Participation in the ANRS-IPERGAY trial, with sexual on-demand PrEP as its cornerstone, was seen by participants as a game changer. Using PrEP was seen as a way to feel physically closer to a partner and enable fluid exchange, something perceived as more pleasurable. Participants also expressed their satisfaction with the greater versatility provided by PrEP in terms of intercourse positions, which also led to increased pleasure. According to the participants' discourses, both physical and psychological intimacy improved. Using condoms could protect people from HIV infection when having intercourse with people other than their primary partner and avoid relying on symbolic strategies. Having a better sexual QoL was a widely declared benefit of ANRS-IPERGAY. PrEP (or the placebo perceived as PrEP) helped participants to approach intercourse and negotiate sexual and prevention choices (i.e. whether to use condoms or not) with greater serenity and freedom. This serenity is brought about by reduced anxiety, fear and guilt, as well as increased confidence, reflexivity and sexual agency all linked to less fear of contamination and less HIV stigma.

Documenting participants' representations of prevention and pleasure but also sexual and preventive behaviors during ANRS-IPERGAY, enables a greater understanding of participants' motivations to sign up for CBISH proposing PrEP. Before the trial, condoms were seen as the only valid means of prevention. Those unable or unwilling to use condoms expressed anxiety and increased perceived vulnerability to infection. However, this vulnerability did not translate into increased condom use, as this prevention tool did not meet their sexual needs. Our findings are consistent with the literature, whereby condoms are often associated with the avoidance of sexual relations, erectile dysfunction, decreased sensual intensity, and reduced stimulation (for both top/insertive and bottom/receptive partners; [@bibr24-1557988319827396]; [@bibr26-1557988319827396]; [@bibr59-1557988319827396]; [@bibr69-1557988319827396]). Participants declared that PrEP (or the placebo perceived as PrEP) led to more pleasure, as they no longer had to avoid the unpleasant sensation of burning caused by condoms. Nevertheless, PrEP only works for HIV. Those who wanted to use condoms or to encourage their use for other STIs mentioned other changes that needed to be made, including making condoms freely available in general, and improving their quality to make them more acceptable ([@bibr62-1557988319827396]).

The CIs were full of statements about increased serenity due to joining ANRS-IPERGAY and potential PrEP use. Participants mentioned the psychological discomfort and stress brought on by the clash between their perception that using condoms was seen as mandatory on the one hand and their desire to continue having condomless sex on the other. Stigma is attached to condomless sex ([@bibr16-1557988319827396]). In this context, "fear appeal" messages by the public health system seemed to reinforce this tension, even though fear appeal is partially irrelevant ([@bibr53-1557988319827396]). Participants were aware of their practices and recurring HIV exposition. Their desire to sign up for this CBISH which provided PrEP is evidence of their engagement in prevention and their search for suitable solutions to their sexual needs.

Condoms were also seen to be a major barrier to physical intimacy for the study participants. This result is consistent with the literature. Condoms act as a physical (reducing sensitivity and pleasure) and symbolic (reducing closeness and intimacy) barrier ([@bibr59-1557988319827396]). These disadvantages seem to outweigh virtues such as "condoms' ability to prolong sexual intercourse, thus increasing psychosexual tension, and ultimately sexual pleasure" ([@bibr59-1557988319827396], p. 848). Our findings identify that this symbolic barrier interferes with the emotional and affective life of participants ([@bibr26-1557988319827396]). PrEP in this CBISH seemed to allow participants to question the symbolic dimension of the use or not of condoms, and to qualify the nature of their attachment to their partners.

With respect to prevention in a couple, condom use has a high symbolic value ([@bibr24-1557988319827396]; [@bibr65-1557988319827396]). It is now clear that "PrEP-protected sex and condom-protected sex may carry different interpersonal meanings" ([@bibr69-1557988319827396], p. 1). Condomless sex is sometimes seen as a sign of engagement in a relationship. Experience from previous couple relationships influences future couple experiences. The rationale evoked by participants was that if they had a previous long-term/significant condomless relationship, then no future "serious relationship" could have condoms. Condoms were perceived as a marker of sexual and social relationships, a kind of thermometer of engagement ([@bibr2-1557988319827396]). Condom-based prevention in a couple is usually abandoned as a result of reciprocal commitment to the relationship ([@bibr6-1557988319827396]; [@bibr10-1557988319827396]; [@bibr62-1557988319827396]; [@bibr71-1557988319827396]). Nonetheless, it can happen that sexual relations outside the couple are maintained or indeed initiated, like casual sexual encounters or cruising which is also a factor of exposition ([@bibr18-1557988319827396]). This can be considered a problem in terms of prevention because studies estimate that a significant part of new infection occurs in couple settings ([@bibr64-1557988319827396]). PrEP could avoid new HIV infections in couples arising from either the decision not to wear condoms or failure to use them when needed. As part of combination prevention, interventions targeting dialogue and communication skills, as well as nonjudgmental attitudes, could constitute additional means to avoid such infections. Sexual relations outside of the couple could be discussed and prevention adapted ([@bibr39-1557988319827396]). Data show that intimacy and commitment played a role in participants' decisions to join ANRS-IPERGAY and also had an effect on PrEP adherence ([@bibr24-1557988319827396]; [@bibr70-1557988319827396]).

PrEP was seen by some participants as a game changer in terms of increased serenity. Taking PrEP meant that one could approach a condomless sexual encounter with less fear and guilt, especially regarding HIV infection ([@bibr43-1557988319827396]). Furthermore, with PrEP, the sexual act is perceived as more complete (i.e., penetrative, no erectile dysfunction). PrEP also enabled participants to act out previously criticized fantasies. It significantly contributed to the improvement of participants' sexual QoL. With respect to sexual encounters with a known seropositive partner, PrEP also brought serenity. Treatment as Prevention (TasP) in virally suppressed partners should have already offered this peace of mind. In this case, PrEP provided more symbolic than concrete protection. In the CI, TasP did not seem to be not to be a part of people's representations or prevention practices despite it being a pivotal tool in the prevention arsenal. Study results suggest that TasP knowledge is usually acquired during direct experience of a serodifferent relationship and not via prevention campaigns. Knowledge of and confidence in TasP seemed to be acquired in a climate of psychological intimacy. Nevertheless, it must be taken into account that at the time of data collection, the U=U campaign was not yet widespread. Increasing knowledge about TasP could be beneficial also in terms of reduction of HIV-related stigma ([@bibr11-1557988319827396]; [@bibr30-1557988319827396]; [@bibr54-1557988319827396]; [@bibr77-1557988319827396]). More generally, participants saw PrEP as a means to free oneself from any question concerning HIV status. It facilitated having partners of every serostatus. It developed sexual agency and empowered users. In ANRS-IPERGAY, PrEP was a means to foster normalization of HIV positivity and reduce HIV-related stigma.

The community-based element of ANRS-IPERGAY seemed to be of key importance in the decision by participants to join and remain in the trial. The community-based approach also contributed to lessen HIV-related stigma and internalized homophobia. Caregivers, hospital medical staff, and CBCs were seen as facilitators for exchange, by the fact that they created specific spaces of dialogue ([@bibr15-1557988319827396]). The trial's CIs made it possible to discuss practices and harm reduction strategies in a safe and welcoming environment. This specific form of communication has previously been proven to be efficient in adopting new sexual and prevention practices ([@bibr27-1557988319827396]; [@bibr56-1557988319827396]). Creating more such spaces in HIV care facilities would seem advantageous. The creation of spaces for dialogue with strong community-based anchoring would seem to be a key element of combined prevention intervention. Such spaces would enable the exchange of information while alleviating stigma. Experiences could be shared and innovative solutions found, thereby creating a prevention dynamic that is not only condom-based. Tailored actions are still needed to encourage the general public to have a positive view of sexuality and pleasure in prevention settings. PrEP cannot address issues like homonegativity and stigma, without a more systemic effort to educate the public ([@bibr12-1557988319827396]).

Some study limitations must be noted. Although the data collected were within the framework of a clinical trial, they reflected day-to-day life experiences. Nevertheless, they are not directly transferable to a real-life setting. Furthermore, the quality of data collection was guaranteed by training of participating community-based counsellors. Social desirability bias is certainly an issue. However, counselors conducted the CIs with goodwill and respect, something that acted as a facilitator for the participants to openly express their thoughts and concerns. Crucially, data were collected in a collective setting by people directly concerned by the research subject. It is important to point out however that the CIs and qualitative approach reported here did not aim to be representative either of the total ANRS-IPERGAY sample or of MSM taking PrEP in general. Nevertheless, the study sample included approximately 10% of all ANRS-IPERGAY's participants. Unlike questionnaires, using CIs tends to document and to understand social representations and behaviors in meaning-making situations, created by participants themselves with their own reflection framework. Data collection was limited during the first months of the double-blind phase of the trial. For this reason, the study did not consider motivations and attitudes concerning PrEP efficacy.

Conclusion {#section11-1557988319827396}
==========

Promoting increased pleasure in HIV prevention campaigns is not recent. Nevertheless, it has to be sustained and reinforced. Studies on PrEP scale-up need to incorporate pleasure-seeking, and specific research programs need to be developed to gather data on the subjective experience of sexual pleasure as well as intimacy. The challenge is to gain more insight into meaning-making situations in terms of sexual and prevention practices, in order to better explain related decision-making processes.

The perceived increased protection provided in the CBISH presented here may lead to a fuller sexual and affective life. Participants' HIV representations also seem to have changed during the trial.

The rationale of decision making based on statistical indicators and probabilities in order to decrease exposure appears still subordinate to pleasure-seeking for numerous participants. The psychosocial approach used in this study helped to circumvent the common viewpoint that pleasure is a reinforcement value of unsafe sex ([@bibr40-1557988319827396]). Pleasure is a notion to be thought of positively, and no longer as the sign of "a nascent habit on the way to becoming a dangerous compulsion" ([@bibr42-1557988319827396], p. 20). Pleasure can be an important factor in the decision-making process of prevention means. Pleasure and intimacy influence sexual QoL and therefore should be taken into account in health promotion and education for HIV and STI prevention.
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